sustained a crush injury to his chest. The absence of external evidence of thoracic trauma in these circumstances is well documented (Cleland et al. 1961) .
Deceleration forces produce thoracic compression and displacement of the heart and great vessels (Peirce et al. 1958) . Thus, myocardial contusion or coronary atey contusion and occlusion can lead to subsequent myocardial rupture, or rupture can occur by direct compression, the full contracting ventricle in early systole being particularly vulnerable. In our patient, the normal coronary arteriogran excludes occlusion of a major coronary vessel. Surgical closure of the defect has not been advised; the patient is asymptomatic, his shunt was small and his pulmonary vascular resistance normal. He is at risk from subacute bacterial endocarditis and the future development of pulmonary vascular disease cannot be excluded. Spontaneous closure of a traumatic ventricular septal defect has been reported (Walter 1965 In the tthei-ihe defects haben scessfully ir, b k this patient the deflct was not lareenough to:be of real hemodynamic sign and, apart from the small risk of infective endocarditis, it was most unlikely that it would ever cause trouble. Mr J T C, aged 72. Carpenter July 24, 1967: Admitted at age 69 with large bowel obstruction, confirmed by plain X-rays. At laparotomy the same day, two carcinomata of the left colon were defined; no obvious metastases; a right transverse colostomy was made. August 17, 1967: Radical left hemicolectomy and splenectomy. Recovery complicated by subphrenic abscess which was drained, wound dehiscence, and several episodes of Gramnegative septicamia. After discharge two sinuses persisted in the wound. Sinograms revled them to be fistulh communicating with the large bowel.
June 8, 1968: Distal loop barium enema revealed a stricture, probably at the anastomosis, with appearances of malignancy. June 11, 1968: At operation the fistule were excised and found to lead down to a severe strictum at the anastomosis. This was benign, and at the stricture and at the commencement of the fistl a red thread suture, which had been used as a Lembert suture in the previous anastomosis, could be seen projecting into the lumen. The stricture was rescted and a further anastomosis performed. Following this the colostomy was closed. He has remained well since then.
Mr Nou T _amr said that in recnt years one or two cases had b sen where the blood supply of the colon had been iished durig mobilition and ischtmic contracture had occurred. That was not, he thought, thecase in this patient. He pointed out that the patien had a two-ayer suture, the inner of catgut, the outer of lie thrad. Mr Tanner bad not personally done this operation and never used linen thread in any kind of intestinal suture line. Occasionally after the use of non-absorbable sutures in the outer layer, a eircmferen of little stitch aees might occur which cauled rigiity and might in time lead to narrowing of the stoma. He ied something of that sort had happened in this case. Mr J E Hae said that a unilateral filling defect at the anastomosis seen on a barium enema ualy represented a recurrent tumour, but that a benign sticture producd a symmetrical oonstriction. Ideally, after resection ofcolonic carcinoma, anastomoses should be examined about two months later, preferably with a limited double contrast enema.
The radiological appearance of the anastomosis seen on subsequent films could then be compared, and any new irregularity had to be regarded as being due to anastomotic recurrence. MrR MKirk had beentrained by Mr Norman Tanner and therefore favoured two layers ofcatgut sutures for intestinal anastomoses. However, it was not necessary to invoke the use of non-absorbable seromuscular stitches to explain the development of a stricture in this case. The simplest explanation for the inflammation was anastomotic leakage. Professor J C Goligher had recently drawn attention to the high rate of anastomotic leaks that followed colonic surgery (1970, Brit. J. Surg. 57,109) .
Professor C G Clark thought that it would be interesting to know whether this patient had developed an intra-abdominal abscess, possibly related to splenectomy, and whether the abscess had subsequently ruptured into the bowel. The stormy post-operative course certainly made this a possibility.
Mr Kirkham replied that the stricture had appeared asymmetrical in the barium enema done several months after operation. Certainly anastomotic leakage had probably caused the stricture, but it had been suggested that even a carefully placed Lembert suture might on occasion penetrate the full thickness of the colonic wall and, if unabsorbable, might facilitate the persistence of perianastomotic sepsis. The episodes of Gram-negative septicoemia were attributed at the time to the subphrenic abscess, and at resuture of the burst abdomen nothing had been noted to suggest another intra-abdominal abscess. On reviewing the number of plain X-ray films of the abdomen taken in the postoperative period there was no sign of another large intra-abdominal abscess. However, he agreed with Professor Clark that the fistula and stricture had resulted from a peri-anastomotic abscess, but contended that unabsorbable suture probably was responsible for the failure of the sepsis to resolve and thus for the fistula. This blind man, who suffered bilateral detachment of the retina fifteen years ago, attended the rectal clinic in June 1969 following a few weeks' constipation. Examination revealed a typical carcinomatous ulcer 7 cm from the anus. It was mobile and biopsy confirmed it as a carcinoma. Operation: Dissection as for an anterior resection was performed and it was confirmed that the growth was too low to allow a satisfactory abdominal resection and anastomosis. In view of his blindness (and the consequent difficulty in managing a colostomy) and of the mobile small growth (histologically a well-differentiated adenocarcinoma), an abdomino-anal pull-through was performed. The colon was resected 3 cm below the growth and 30 cm above, and anastomosis in one layer of continuous catgut performed, after which the anal canal and anastomosis were returned. He recovered well, but developed a faecal fistula through the abdominal drain site; a right transverse colostomy was made and closed after two months. Following this he has remained well with no sign of recurrence and perfect continence of faces.
Comment
The surgical treatment of carcinoma of the rectum has developed through several phases and fashions. Excision of the rectum by the perineal approach in its many modifications, with or without an accompanying or prior colostomy, predominated until superseded by the now generally accepted practice of using either anterior resection with conservation of the sphincters or abdominoperineal excision. However, a simple pull-through operation was suggested in 1892 by Maunsell, and reported in 1901 by Weir, in which the colorectal anastomosis was performed outside the anus and immediately returned to the pelvis. The main complication of this procedure was fecal fistula. Other pull-through operations were devised: while in some the incidence of fistula was reduced, the operations were often distressing to the patient, and the results as regards eventual comfort and continence were poor as compared with the Maunsell-Weir operation, the main complication of which could always be managed with a covering transverse colostomy.
If the site of a carcinoma of the rectum precludes anterior resection, abdominoperineal excision of the rectum remains the treatment of choice; but if a patient is unlikely to be able to manage a colostomy, I believe there is a place for a pull-through operation. It should be confined to those growths which are small, localized, mobile, and of low malignancy as judged by histological appearance.
In the last two years 3 cases have been treated this way at St James's Hospital and, although one patient had difficulty in control of defecation for seven weeks, all were fully continent by three months after the operation, and well pleased with the result.
Mr Norman Tanner said that the abdomino-anal pullthrough operation was an old one but it had fallen into disuse because of the high local recurrence rate in cases where the operation had been done for advanced or very low rectal cancer. It was in fact a good operation in well-chosen cases. It was satisfactory in the aged and occasionally in the young. The growth, however, had to be relatively small and localized to the rectum and there had to be a minimtum of 3 cm between the anal canal and the lower border of the growth.
